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SUMMARY Malignant hypertension, which developed in a 9-year-old boy after an episode of haemolytic uraemic syndrome, could not be controlled with antihypertensive agents. However, treatment with oral converting enzyme inhibitor (captopril) was effective in controlling the blood pressure and it averted bilateral nephrectomy. No adverse effects from the drug were noted.
Captopril (SQ 14225), an orally active inhibitor of angiotensin converting enzyme, has been used for the control of hypertension in adults. The following case shows the striking effectiveness of captopril in a child with malignant, high renin, drug-resistant hypertension.
Case report
This 9-year-old boy had been in good health until December 1977 when he developed haemolytic uraemic syndrome. In the hospital, the patient was anuric for 17 days and required peritoneal dialysis. As urine output resumed the blood pressure increased to 150/100 mmHg requiring antihypertensive therapy. The patient was discharged after one month with a serum creatinine concentration of 1 6 mg/100 ml (142 ,umol/l).
However one month later blood pressure rose to 150/110 mmHg and the patient was readmitted with papilloedema, plasma urea 29 mmol/l, and creatinine 4.4 mg/100 ml (392 ,umol/l). Despite treatment the blood pressure was poorly controlled and serum creatinine levels remained high. Urinary vanillylmandelic acid was normal. Intravenous pyelogram and technetium renal scan showed decreased renal function but were otherwise normal. Peripheral venous renin was greatly increased at over 100 ng/ml per hour (normal 0-5). Renal During the next few days small doses of 1-2 mg (0-05-0.1) mg/kg of captopril were found to reduce the blood pressure for 3-3A hours if the pressure had again risen and was causing difficulty in titration of the drug. After 3 weeks the wide fluctuations in pressure ceased and blood pressure control was satisfactory.
In January 1979 the patient developed hypercalcaemia. Parathormone was not detectable at serum calcium of 12-14 mg/100 ml (3-3.5 mmol/l). A diagnosis of immobilisation hypercalcaemia was made and the patient was treated with a high salt diet and frusemide. This regimen did not affect the blood pressure adversely and serum calcium fell to normal levels. Now 24 months after the first dose the patient is doing well on captopril 25 mg three times daily (1.9 mg/kg per day) and frusemide 20 mg twice daily (1 mg/kg per day). Blood pressure averages 118/70 mmHg. Weight has increased to 40 kg, serum creatinine concentration is 1*2 mg/100 ml (107 ,umol/l), 24-hour urine protein is normal, and plasma renin activity is 33 ng/ml per hour (normal 0-5) (Table) . Chest x-ray film shows a normal cardiac silhouette; electrocardiogram is normal.
A mild hepatitis has persisted throughout the patient's illness. Liver biopsies obtained 1 Oral converting enzyme inhibitor in malignant hypertension 237 useful agent in the management of other children with severe hypertension who are nonresponsive to the usual medical management. Two important changes in the renin-angiotensin system were observed after treatment with captopril. Captopril lowered plasma aldosterone by blocking the production of angiotensin II, a known stimulator of adrenal aldosterone production. Captopril also increased plasma renin levels, presumably by interrupting the negative feedback loop which controls renin secretion.
Improved creatinine clearance after captopril, which was seen in our patient, has been reported in adults.5 The cause of this change is unknown, but renal vasodilatation, decrease in nephrosclerosis, and resolution of the haemolytic syndrome may each have played a role in the patient reported here.
Captopril has several apparent advantages over minoxidil, another agent useful in severe hypertension. Oxygen embolus during mechanical ventilation with disappearance of signs after death P T RUDD AND J S WIGGLESWORTH Department ofPaediatrics and Neonatal Medicine, Hammersmith Hospital, London SUMMARY Oxygen embolus is thought to be a rare complication of mechanical ventilation in preterm infants. In the patient described there was clinical and radiological evidence of embolisation within the heart and great vessels, but at necropsy gas was seen only in the cerebral arteries.
This boy (birthweight 900 g) was the second of undiagnosed twins delivered by lower segment caesarean section from a woman with severe preeclampsia at 29 weeks' gestation. He was transferred to this hospital at 4 hours, receiving artificial ventilation because of idiopathic respiratory distress syndrome (LS ratio 1 5: 1). Despite ventilation at low peak pressure (14/2 cm of water) he developed pulmonary interstitial emphysema followed by a pneumothorax at 26 hours. A chest drain was inserted but he became acidotic and hypoxic, responding to high rates of ventilation as well as to buffer and in malignant hypertension. 
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